Proceedings of the Royal Society of Medicine 36 non-closure of four or five segments in (a) the students, and (b) the prolapse patients-2 in 50 students and 7 in 52 prolapse patients, but even here using Fisher's exact test (which can be used for very small numbers) P=009 and so there is no significance in the difference especially as we have selected the group where it is greatest.
Thus the conclusion from this investigation is that there is no relationship between the occurrence of spina bifida occulta and that of nulliparous prolapse, where spina bifida occulta is used to mean non-closure of the posterior arches of the sacral vertebre.
There remains one possibility which has not been examined during this investigation. It might be that the elements of the fourth and fifth sacral nerves, which supply the pelvic floor, are involved in different degree even where the defects in the sacral vertebra have the same or similar appearances. This hypothesis could be tested by examining the muscular and sensory reactions of the structures supplied by these segments, but it seems unlikely since 5 in 52 prolapse patients show complete closure of the dQrsal wall of the sacrum and the only individual with complete absence of the dorsal wall had no prolapse.
DISCUSSION ON THE ROLE OF VAGINAL HYSTERECTOMY IN
TREATMENT OF PROLAPSE. fAbstract] Mr. A. C. Palmer: About 1920, the idea took shape that some forms of prolapse require removal of the uterus in the attempt to rebuild the pelvic diaphragm. During the last twenty-five years, this idea has ripened into conviction.
It is interesting that the surgical treatment of prolapse is not yet standardized and that it lies somewhere near the frontier of gynecological surgery. It does this, in spite of the fact that prolapse must be very nearly contemporary with the first labour. It remains true that men of great experience are not yet agreed on the best methods of obtaining a stable result. My answer to the question, "What is the position of hysterectomy in the surgical treatment of prolapse?" can be summarized in three words: (1) Never, (2) Sometimes, and (3) Always. Never applies when prolapse is confined to the walls of the vagina; Sometimies, when the cervix is in the first stage of procidentia, i.e. when it has fallen to round about the vulval level; Always, when the cervix is outside the vulva.
The variations in treatment depend upon what has happened to the utero-sacral ligament. If the cervix has reached the vulva by stretching and without damage to the utero-sacral ligament, hysterectomy is contra-indicated. If on the other hand, the cervix has brought the utero-sacral ligament down to the vulva with it, so that the index finger can easily be hooked round the ligament, then I think hysterectomy is indicated. When the cervix is well outside the vulva, it must bring the utero-sacral ligament down with it and, in my opinion, is always an indication for hysterectomy. Removal of the uterus means that the utero-sacral ligaments are in fact shortened and, when approximated in the mid-line, stabilize the vault of the vagina. In my hands, infolding the ligaments below and in front of the cervical stump does not stabilize the vault of the vagina and too many of my cases have come back in a year or two, with the vagina again everted. After hysterectomy, only 3 out of 300 cases have returned with an enterocele and 1 with a cystocele. These were due to errors in judgment during the operation.
Mr. John Howkins: Though I am fully conscious of the value and efficiency of Fothergill's operation, and I am not proposing that Mayo's operation should replace this well-tested old friend, which has held the field in the hands of so many different surgeons, employing many different techniques, I would submit that the keystone doctrine is open to a fallacy. The vault of the vagina and the cardinal ligaments are not rigid structures, and do not give strength in coppression as an arch does.
In removing the uterus, at or near the menopause, one frequently eradicates an organ which may be causing symptoms of excessive bleeding, which may harbour fibroids, or even a carcinoma. The chief advantage of the operation is that when the uterus has been removed a very efficient fascial shelf can be reconstructed from the total depth of the broad ligament down to and including the utero-sacral ligament. The chief recommendation of this shelf is that by sewing the round ligaments together, and anchoring them to the triangular ligament, they form under the bladder neck a kind of Millin's sling, made of round ligament. The effect that this has upon stress incontinence is most beneficial.
Once a surgeon is used to this method he will find it easier to perform than Fothergill's operation. The great criticism of vaginal hysterectomy in the past has been its liability to produce a subsequent hernia of Douglas's pouch. In my small series, in which every case has been personally examined by me, I have found one such hernia, and I operated on it at once, so that I should have a clean bill to present to this Meeting. I have now altered the technique of the operation and direct special attention to the suturing of the utero-sacral ligaments across Douglas's pouch. With improved technique and greater experience, hernia here should become uncommon.
A film was shown by the author to illustrate his own technique. Anxsthesia, post-operative care and results were then discussed, and the author continued: I should like to conclude with a plea for a bold surgical handling of all women with prolapse, regardless of their age. This is a most distressing and disabling condition, limiting the social activities of the citizen. The day of pill and pessary gynecology is passed, and I am happy to say that I have inserted no rings or Napier's pessaries, or any other contrivance in the last two years. There is no more grateful, and no more rejuvenated person than the successfully operated upon prolapse patient and there is no more pathetic spectacle than the woman who has worn a ring for twenty or thirty years, with stress incontinence, which a ring never cures, and pessary ulceration and vaginitis, not to mention the possibility of a cancer developing from the ring. We should not, therefore, deny the benefit of surgery to any of these cases.
The following speakers also contributed to the Discussion: Mr [May 21, 1948] Advanced Ovarian Pregnancy.-ARNOLD WALKER, F. R.C.S.
Mrs. I. Y., aged 38, was admitted to the Luton Maternity Hospital on May 16, 1946, at about 34 weeks with a history of severe abdominal pain for two or three days. She had had one previous pregnancy which was normal. The foetal heart was heard and the pain improved. About four weeks later, the faetal heart stopped and after waiting some ten days in the expectation that labour would start, laparotomy was performed.
On opening the abdomen, a large mass of necrotic tissue was found adherent to the abdominal wall. On passing the hand between the tumour and the parietal peritoneum, membranes were ruptured and a macerated foetus weighing 6 pounds 4 ounces was removed. The tumour separated with ease and was lifted out of the abdomen. It looked like a twisted ovarian cyst with a thrombosed but untwisted pedicle. It arose from the right side and the right tube could be seen stretched over the tumour. Around one circumference, the amniotic membrane was attached and this was stripped off the abdominal wall and abdominal organs with the greatest of ease. The pedicle was not more than 5 centimetres across with the ovarian ligament and ovario-pelvic fold clearly defined. When this pedicle had been tied and the tumour removed, the peritoneum which had been in relation to it appeared to be undamaged. The uterus, left tube and ovary were adherent but except for this the
